Molecular studies including JAK2V617F mutation analysis, fluorescence in situ hybridization for BCR/ABL1, and cytogenetic analysis were unremarkable. Discussion: Hemophagocytic lymphohistiocytosis can be found in up to 10% of AML patients going through chemotherapy and frequently leads to rapid mortality. Since clinical treatment for leukemia and HLH is drastically different, recognizing the morphologic changes and the immunophenotypic features of the infiltrates are critical for a rapid diagnosis and a prompt institution of treatment. 
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Objective:
We report two patients where micro-organism identification by chemical phenotyping (CP) disagreed with mass spectrometry (MS) results. Both patients were white men (59 and 62 years old), were quadriplegic, and had repeated episodes of respiratory failure thought secondary to aspiration pneumonitis and eventually requiring ventilator support. One of the patients died, and the second remained an inpatient seven and six months post-admission. Methods: Both discrepant specimens were tracheal aspirates. Using Microscan (Beckman-Coulter, La Brea, CA) after standard culture procedures resulted in repeated CP of isolates as Shigella species or "rare biotype" in our facility and a reference lab (RL; AEL, Memphis, TN), whereas they were identified as A baumannii by the State Department of Health lab and RL [AEL] using MS. Isolates were sent to a third RL (Lab Corp, Burlington, NC). CP done using both Microscan (an older model) and Vitek (BioMérieux, Durham, NC) also MS-identified A baumannii. The latter was identified on subsequent tracheal aspirates (x3) and BAL specimens on both patients using Microscan in our facility. Results: Isolates were also sent for investigation by Beckman-Coulter. They concluded that the problem involved maintenance of anaerobic conditions in the glucose fermentation well. The procedure uses a layer of mineral oil, but this can be imperfect; in the presence of a strongly oxidase-positive organism, eg, A baumannii, a false-positive "gold" color may be produced (a true positive is yellow), and sporadically, an incorrect identification results. It is apparently left to the technologist to recognize lack of concordance between CP and parameters such as colonial morphology or specimen source, and change the positive fermentation result to negative.
Conclusion: It would appear the correct identification was
A baumannii, and that MS results may be preferable to CP for micro-organism identification. Introduction: Groove pancreatitis (GP) is an uncommon chronic pancreatitis that affects the pancreatic groove, an area between the dorsal-cranial aspect of the head of the pancreas, duodenum, and common bile duct. The diagnosis is challenging as pancreatic adenocarcinoma can arise in the same area. Methods: We report a 73-year-old man, presented with nausea, vomiting, and unintentional weight loss. Initial MRI showed soft tissue fullness up to 1.8 cm in pancreaticoduodenal groove with adjacent stranding and mildly prominent lymph nodes. Endoscopic ultrasound (EUS) was performed, showing localized wall thickening in the second and third portion of the duodenum without mass lesions. Inflammatory changes with some cystic formation were identified in the region of pancreaticoduodenal groove. Fine needle aspiration (FNA) was not performed due to the lack of tolerance. Because of unsuccessful medical management and the protracted severe symptoms, pancreaticoduodenectomy (Whipple procedure) was performed. Grossly, there is a 1.6 x 1.0 x 0.9 cm cyst filled with green-black fluid within a 3 cm fibrotic area, which is 3.1 cm away from the pancreatic neck resection margin, and 3 cm away from the ampulla of Vater. No discrete mass lesion was noted. The specimen was extensively sampled. Sections of duodenal wall and adjacent pericolonic parenchyma showed fibrosis and scarring, chronic inflammatory infiltrate including lymphocytes, some plasma cells, and a few eosinophils. There was also granulation tissue formation and myofibroblastic proliferation (smooth muscle actin positive), and multiple cyst formation with intraluminal debris and thick secretions. Most of the cysts do not have lining; however, rare cysts were noted with focal residual reparative epithelium. No venulitis was identified. These findings are identified in the duodenal wall and the adjacent pancreatic parenchyma, and extend into the head of pancreas. No evidence of carcinoma is identified. The findings are consistent with GP. Furthermore, IgG4 and CD138 immunostain showed rare plasma cells positive; therefore, clinical correlation with IgG4-related autoimmune pancreatitis was suggested. However, lab results showed a normal total IgG level, and there were no other organ involvements to suggest
